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Complexity of risk
determination

It has been known for some time that
the risks of morbidity and mortality

associated with narcotic dependence are
greater than among the general popula-
tion. These risks are mitigated some-
what by enrolment in treatment
(mostly methadone maintenance ther-
apy),1 but the risk is less mutable in nar-
cotic-dependent patients who also suf-
fer from poverty, homelessness,
depression or polysubstance abuse.

Benedikt Fischer and associates2

have correlated one particular risk ex-
perienced by illicit opioid users — the
risk of overdose — with homelessness,
other substance use and recent involve-
ment in drug treatment, suggesting that
prevention efforts targeting these fac-
tors are more likely to be effective.

The risks faced by an opiate-depen-
dent patient are not static. They oscil-
late and may be greater during a variety
of transition periods: on initiation of
methadone maintenance treatment,
upon discharge from treatment, at the
start of a prison sentence or upon re-
lease from incarceration. However, pre-
vention may be limited by difficulties in
achieving effective collaboration be-
tween various treatment methods
(methadone maintenance and drug-free

treatment), as well as between institu-
tional settings (jail and hospital).

Efforts to deal with homelessness
and poverty are never an easy “sell,”
despite significant correlations of these
situations with other problems that so-
ciety deems important, such as heart
disease or child abuse and neglect.3-5

Injection drug users represent just one
special interest group among many,
but the other groups tend to be better
organized, usually experience less
stigmatization, and are more successful
in fighting for both status and state
funding.

In the end, the high level of risk as-
sociated with narcotic dependence rests
with a variety of social, legal and med-
ical factors. The drugs are illicit, and
users must negotiate in a marketplace
fraught with danger and crime.6 Fur-
thermore, medicine has had limited
success in changing the systemic deter-
minants of risk, leaving a patient popu-
lation that is highly stigmatized and
marginalized by law and society.

Mark Latowsky
University of Toronto
Toronto, Ont.
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Definitions of pediatric
obesity

Neither the article by Patricia Can-
ning and associates1 concerning

prevalence of overweight and obesity
among children in Newfoundland and
Labrador nor the accompanying editor-
ial by Douglas Willms,2 noted that
prevalence estimates vary according to
the reference population.3 Canning and
associates1 used a classification devel-
oped by Cole and colleagues,4 who cal-
culated body mass index (BMI) cut-off
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values for “overweight” and “obese” on
the basis of height and weight measure-
ments for about 100 000 children in
Brazil, Great Britain, Hong Kong, the
Netherlands, Singapore and the United
States. Another common reference that
is used for evaluating pediatric cate-
gories of “at risk of overweight” (BMI
at or above the 85th percentile) and
“overweight” (BMI at or above the 95th
percentile) is a set of growth charts de-
veloped by the US Centers for Disease
Control and Prevention.5 The latter
reference was derived from height and
weight measurements for US children
collected over several decades as part of
national nutrition and health examina-
tion studies.

The Dietitians of Canada, the Cana-
dian Paediatric Society, the College of
Family Physicians of Canada and the
Community Health Nurses Association
of Canada6 recently recommended that
the Cole and colleagues4 reference be
used for group (national or interna-
tional) comparisons and the CDC ref-
erence5 be used for monitoring the
growth of individual children. To our
knowledge, only one study7 has com-
pared prevalence estimates of over-
weight obtained with these 2 methods;
given this paucity of research, the
Canadian recommendations6 were
based on expert opinion rather than sci-
entific evidence.

It is important to acknowledge that
height and weight data for Canadian
children were not included in either
reference; this lack of Canadian data is
particularly relevant to the situation for
Aboriginal youth. Although available
data show that many Aboriginal
preschool and grade-school children
are overweight on the basis of a non-
Aboriginal reference,8 the validity of
this approach has been questioned,
since the growth pattern of many in-
digenous populations worldwide has
not been studied.9

Until nationally representative data
on measured height and weight (includ-
ing Aboriginal children) are available,
Canadian researchers and health pro-
fessionals alike must rely on compar-
isons with references that may not be
representative of our children because

of our geographic, cultural or ethnic
uniqueness.

Geoff D.C. Ball
Assistant Professor of Pediatrics
Director, Pediatric Obesity Program
Noreen D. Willows
Assistant Professor of Community
Nutrition

Department of Agricultural, Food 
and Nutritional Science

University of Alberta
Edmonton, Alta.
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[The authors respond:]

We agree with Geoff Ball and
Noreen Willows that Canadian

reference data are needed to accurately
estimate the current prevalence of over-
weight and obesity. Unfortunately, stan-
dardized reference data based on mea-
sured heights and weights of Canadian
children are not available. We calculated
prevalence in our study population1 using

the methods of both Cole and colleagues2

(the International Obesity Task Force)
and the CDC.3 To make the data more
amenable for international comparisons,
an editorial decision was made to report
the prevalence estimates only in terms of
the first method. Fig. 1 of this letter com-
pares the prevalence rates as estimated by
the 2 methods. Six points are noteworthy.

First, the prevalence estimates for
overweight (termed “at risk for over-
weight” by the CDC) and obesity
(termed “overweight” by the CDC)
were high regardless of which method
was used. Also, the analysis indicated no
significant difference between boys and
girls in the prevalence of overweight or
obesity as estimated by either method.
Third, there were no differences be-
tween age groups with either method.
Fourth, the CDC method yielded signif-
icantly higher rates of overweight and
obesity (combined), although this differ-
ence appears to be accounted for more
by the difference in estimates of obesity
(18.0% v. 8.0%) than by the difference
in estimates of overweight (18.8% v.
17.6%). Further analysis indicated that a
child was more than twice as likely to be
classified as obese by the CDC method
than by the method of Cole and col-
leagues. Finally, comparisons between
the 2 methods with categorical model-
ling procedures indicated that they clas-
sified boys and girls differently. Boys
were 2.85 times more likely to be classi-
fied as obese by the CDC method than
by the method of Cole and colleagues,
whereas girls were 2.20 more likely to be
classified as obese by the CDC method. 

Clearly, care must be taken in mak-
ing comparisons, particularly of rates of
obesity, when different methods of clas-
sification have been used.

Patricia M. Canning
Mary L. Courage
Lynn M. Frizzell
Centre of Excellence for Children and
Adolescents with Special Needs

Memorial University of Newfoundland
St. John’s, Nfld.
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